Natural History
Vaginal candidiasis is predominantly a disease of the sexually active years. Symptomatology varies greatly from patient to patient and may be genital and/or urinary. The commonest complaint is of vaginal discharge, described as thick and white or creamy. Very occasionally the discharge is described as thin, watery and scalding. Vulvovaginal itch, frequently worse when the patient is warm in bed or after a bath, is a prominent feature. Vulvar soreness, most markedly of the introitus and inner aspects of the labia minora may be acutely worsened by urination or attempts at intercourse. Symptoms are not a reliable guide to the diagnosis of genital mycosis.
Signs also vary widely. Marked symptomatology may be accompanied by clinical normality. Copious white curd-like deposit may cover the vaginal wall and introitus without symptoms. This is commonest in pregnancy. In the nonpregnant woman, the discharge may be clinically indistinguishable from desquamating vaginal epithelium. In some patients vulvitis is more marked than vaginitis. Papular lesions around the introitus often show coalescence, with the more remote ones appearing as satellite lesions on the labia majora, perineum and adjacent thighs. In some, especially those with a thin, watery, scalding discharge and few white deposits of fungal growth, the introitus and inner aspects of the labia minora are frequently intensely red, glazed and scratched. Concomitant perianal involvement is marked in some patients.
Gram-stained vaginal smears generally show both spores and hyphw. Cultures reveal that of the pathogenic species, Candida albicans predominates in vulvovaginitis. It is responsible for 80-95 % of cases, according to Oriel et al. (1972) and Hurley et al. (1973) . The species next most commonly isolated is Torulopsis glabrata. It appears to be the cause in 3-16 % of cases. Similar microscopic and cultural findings may be made in 13-26 % of women without symptoms or signs of genital mycosis.
Positive findings from healthy skin are said to increase with age from some 2 % in adolescents to some 27% in adults over 60 years. When the mouth and rectum are sampled, positive findings vary between 6-54% and 17-75% respectively. The percentage of positive findings from any site will vary not only with climate, diet and host but Dr R S Morton with the diagnostic methods employed and the frequency of their use.
With such great disparity in symptomatology and clinical findings, and with laboratory results so much alike in both the healthy and diseased, it should surprise no one that one of the commonest questions of the thoughtful postgraduate trainee in gynecology and genitourinary medicine or surgery remains: When is vaginal discharge attributable to candidiasis ?
Quarterly returns from England's 200 clinics for the care of people with sexually transmitted diseases do not reflect any difficulty in answering the question (Fig 1) . In most of the female cases diagnosed and reported, the clinical impression will have been confirmed, or confounded, by at least a Gram-stained vaginal smear. Some patients will have had a culture carried out using Sabouraud's medium. Others will have had a positive yeast culture on a selective medium (often containing a fungicide) routinely used in the search for gonococci in the UIrethra and endocervix.
Fig 1 also supports the clinical view that there is an element of sexual transmissibility in candidiasis. Cases in males have increased by about 100% and female cases by about 14% between 1971 and 1975. The ratio of male to female cases has changed from nearly I to 8 in 1971 to about I to 5 in 1975. Fig 1 does Iatrogenic causes: The list of therapeutic agents which may precipitate an attack are many and varied and range from deep X-ray therapy through immunosuppressive, antiparasitic and corticosteroid agents to antibiotics. The last two are particularly culpable. The steroids involved may be in topical applications prescribed for vulvar inflammation and itch, or in inhalants aimed at prevention of asthma. Steroids taken orally over weeks or months are well recognized as predisposing to recurrent attacks of candidiasis, as originally pointed out by Winner & Hurley (1964) . The condition may become apparent after administration of antitrichomonal agents. Antibacterial compounds, especially the broadspectrum antibiotics, frequently precipitate primary attacks and recurrences. They not only kill off the offending organism responsible for say cystitis, tonsillitis or sinusitis but, by also killing off bacteria in the vagina and in the intestinal tract, so alter the prevailing ecology that existing Candida albicans is presented with an opportunity to colonise the vagina and perhaps also the lower bowel. Some researchers believe that antibiotics act by altering the host's immunological mechanisms. Pregnancy: The incidence of vaginal candidiasis increases with the duration of pregnancy, from about 9% in the first trimester to 54% in the third. The condition, usually asymptomatic, 1966) . Few physicians or obstetricians treat the condition, even in the last week of pregnancy, unless it becomes symptomatic and this is rare. The contraceptive pill: There has been much controversy about its role. There is however little doubt amongst those who have been in venereology for thirty years that the advent of the contraceptive pill, halfway through the period, has been associated with a profound change in the incidence of vaginal candidiasis, both symptomatic and asymptomatic. It has also altered the type of balanitis with which men commonly present themselves. Many feel that the greater the oestrogen content of the pill, the greater its potential for predisposing the patient to genital mycosis. Miscellaneous predisposing causes: The bowel is believed to be the commonest source of vaginal infections. Cleaning the anus from behind forwards may also play a part. Contamination of underwear by residual perianal faces would also seem to be a likely source of yeasts. The modern habit of wearing nylon tights and nylon pants, with or without a cotton gusset, no doubt encourages the onset of vulvovaginal candidiasis by ensuring and maintaining a local temperature and humidity of subtropical proportions. In other women, oral sex and perianal contact prior to intercourse appear to play a part in first and subsequent attacks. Trauma may play a role in onset, particularly in over-weight women with moist and macerated vulvar and adjacent skin.
The need to enquire about balanitis in the male partners of infected women is mandatory. Some 10 % of the men have lately been, or are, affected. Men with a long prepuce who wear tight supporting underpants made of stretch nylon or cotton would appear to be most at risk, especially if their standards of hygiene are poor.
Prevention
Primary prevention could be improved by wider public and professional education. The same applies to the prevention of recurrences. Cure of vulvovaginal candidiasis can usually be accomplished within a week by using any one of the currently available fungicides. Prevention is much more difficult and it is time consuming. Pharmaceutical houses could be helpful in this field by provision of written material.
It has become increasingly clear that it is not enough to make the diagnosis soundly and scientifically by microscopy or culture and to use these to confirm cure. Predisposing factors need to be actively sought. A well taken history will therefore include such questions as: Is there diabetes in the family? Has the man in your life any inflammation or itch under his foreskin? Are you taking any tablets such as steroids or antibiotics? This last question may call for a supplementary one. For example, a girl with obvious acne who replies in the negative should be asked directly if she is taking tablets for her skin condition.
In the course of investigation other sexually transmissible infections should be sought, particularly trichomoniasis and gonorrhcea. The urine should be examined by the naked eye and tested for sugar. A full hematological examination should be carried out as a routine. Action appropriate to any positive findings should be instituted promptly in order to minimize the chances of recurrence.
Advice relevant to the possible sources of the yeast should be given. When it is understood, matters of personal hygiene such as cleaning the anus from before backwards and/or washing after defaecation should be discussed. Washing after intercourse by both female patient and consort may be indicated. The wisdom of women liable to recurrences in abandoning nylon tights and pants in favour of stockings or stocking tights and cotton pants or French knickers, should be presented as a reasonable means of prevention.
Abandoning underwear completely and wearing a long skirt or kaftan is preferred by some women. The cooperation of the male consort should also be actively sought.
Advising patients to stop taking contraceptive pills because of recurrences of vaginal candidiasis should, even in the modest state of our present knowledge, be viewed as a confession of failure of management rather than a failure of any or all fungicides. Fig 2 suggests that microscopic diagnosis and specific treatment, allied to the concomitant pursuit of preventive measures, goes some way to contain the present near epidemic of vulvovaginal candidiasis.
